Welcome

: INSUR NCE ;

; Is paﬂent covered by addltlonal msurance? E] Yes [1 No

‘  LastName .
Srana i -Subscnbers Name

"__Bi.rthdate ~

Relationship to Patient

Inéurance Co.

‘Birthdate Group #

i3 éfngie S _ ASSIGNMENT AND RELEASE :
"Dily:)Ivorced [ Partneted ok : | certify that |, and/or my dependent(s), have insurance coverage with

and assign directly to

QOccupation Name of Insurance Company(ies)

: all insurance benefits, if
any. otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | autherize

- Patient Employer/School

: Employer/School Acidregs

ormation and may disclose
: y(ies) and their agents
Employer/School Phor : determining insurance
: e L : i consent will end when
the date signed below.

may we thank for referrlng you? i

B PHONE NUMBERS
Home Phone (___
ell Pho‘ne {

:' Beét t[me and place fo reach you o R
: t []Aut Work []H Oth
 INCASE OF EMERGENCY, CONTACT Lelauo [1Work [THome [1Qther
~ Name ‘_ u made a report of your accident?
‘ S ance [] Employer [[]Worker Comp. []Other

 Relationship

Name (if applicable)

i : Ho‘me_Pﬁ’honer(
Work Phone ( -

TIENT CONDITI

Reason for Visit

When did your symptoms appear?

Is this condition getting progressively '

Mark an X on the picture w}here‘y

Type of pain:  [] Sharp
[] Burning

How often do you have this pain?
Does it interfere with your [] Work




